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Executive Summary

Incorporating community health nurses to follow patients with a moderate to high risk of
readmission post-discharge could improve the risk of readmission for these patients. When a
patient is discharged from the hospital, they can become overwhelmed and not be adequately
prepared to go home despite the discharge education given (Kenney-Lueptow, 2020). Telephone
follow up is a low-cost way to decrease readmissions and provide continued education to the
patients (Heitkam, 2019). Utilizing the bedside nurses that have been caring for the patients in
the hospital can create a greater sense of community for the hospital and its population. By
connecting with patients post-discharge, nurses can also identify patient barriers to follow up,
medications or inpatient education.
The process includes having bedside nurses call patients with at least a moderate risk of
readmission based on their readmission risk score generated by the electronic medical record.
They will call the patients to ensure that the patients are getting their medications, going to their
follow up appointments and answering any questions the patient may have. The nurses will be
able to pick patients based on connections that have been made with the patient throughout their
hospital stay. This will help to create a relationship between the hospital and the community.
Decreasing readmissions is beneficial to the hospital by decreasing its costs.

1. Rationale and Project Goals
Readmission rates are an issue many hospitals struggle with. Readmissions cause
decreased reimbursement to the hospital and creates continued problems for the patient (Luther,
Wilson, Kranz, & Krahulec, 2019). The Center for Medicare and Medicaid Services has set up a
program known as the Hospital Readmissions Reduction Program (HRRP) (Hospitals
Readmissions Reduction Program, CMS.gov). This program reduces payments to hospitals that
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have excess hospital readmissions and focuses mainly on six different diagnoses (Hospitals
Readmissions Reduction Program, CMS.gov). Hospital readmissions often occur because
patients have a new diagnosis that they do not understand how to manage, do not have the
resources to ensure that proper follow up is occurring or do not comprehend the indications or
side effects of their medications (McLaughlin & Candelario, 2017). Improving the transition of
care from hospital to home and discharge planning can reduce hospital readmissions (Briscoe,
Heerschap, Kane & Quatrara, 2018). This project aims to decrease the healthcare disconnect of
hospital discharge to home and ensure patients understand what comes next after discharge to
prevent hospital readmissions.
The goals of this project are split into long and short term goals. The short term and
measurable goal is to decrease the rate of readmissions to the hospital as this increases hospital
costs, decreases patient satisfaction and patient outcomes (Heitkam, 2019). The main long term
goal is that this project is to connect the hospital and bedside nurses to the community. By
having the ability to provide continued education and resources post-discharge after having made
a connection with the patient in the hospital, the bedside nurse and the patient will form a
relationship. This connection will be extended through the community as the project continues.
Creating this bridge between the hospital and the community will help to improve the overall
health of the population as well as build trust between healthcare and the population. The long
term goal is not measurable to the project.
2. Literature Discussion to Support Project
In a review of the literature, peer-reviewed articles were found that discussed the use of
telephone follow-up post discharge with patients. Search engines included CINAHL,
EBSCOHOST, and Academic Search Complete while searching the following words:
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readmission, discharge, follow up, community health, and telephone. Articles were only used if
peer-reviewed and current (within the past five years).
In a pre- and post-implementation quality improvement project, Heitkam (2019)
implemented a post-discharge follow up program that utilized faith community nursing. The
decision to implement this came from a community needs assessment showing the need to
improve access to resources, decreasing patients’ barriers to healthcare access and managing
chronic illnesses (Heitkam, 2019). Bedside nurses were trained and matched with a patient to
follow up with (Heitkam, 2019). This not only improved the hospital readmission rate but it also
increased nurse satisfaction through the use of bedside nurses following up with patients for six
months post-discharge. Strait, Fitzgerald, Zurmehly, and Overcash (2019) also successfully
implemented faith community nursing in a transitional care program that used multiple telephone
discharge phone calls post discharge. Another quality improvement project decreased
readmission rates with a multidisciplinary approach to a transitional care program which
included case management, a nurse practitioner, and nurses involved in different parts of the
patient’s discharge follow up (Dizon & Reinking, 2017). In the thirty days post discharge, three
phone calls were made to the patient and included medication reconciliation, available resources,
and answering any questions the patient may have about their care (Dizon & Reinking, 2017).
A few of the articles looked at how telephone follow up reduces readmissions in specific
disease processes. Briscoe, Heerschap, Kane, and Quatrara (2018) followed up with patients via
telephone in renal patients decreasing hospital readmission rates and hemodialysis
complications. An oncology unit implemented a transitional care program that included postdischarge phone calls decreased readmissions and increased patient satisfaction (KenneyLueptow, 2020). Harris, Lang, Percy, and Patronas (2016) started telephone discharge follow up
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with chronic obstructive pulmonary disease (COPD) patients to decrease readmission rates and
patient complications.
Two of the studies utilized a standard script for the nurse following up by telephone.
Yiadom et al (2018) and Harrison, Auerbach, Quinn, Kynoch, and Mourad (2014) studied the
effect of telephone call follow up post discharge on hospital readmission rates. Each of these
studies utilized a standard or semi-standard phone script for the nurse making the phone call to
the patient. The standardized script allowed for easy documentation as well as gave a guide to
the nurse about what to discuss with the patient (Harrison, Auerbach, Quinn, Kynoch & Mourad,
2014). The script was beneficial to the project.
One study compared the difference between offering one phone call to patients postdischarge and utilizing a transition guide service which followed the patient for thirty days after
discharge (Hoyer et al, 2018). The transition guide proved to decrease readmissions more and
included multiple phone calls from a registered nurse post-discharge that became more involved
with the patient’s care compared to just one phone call (Hoyer et al, 2018). A quality
improvement project by Thomas and Siaki (2017) focused on the relationship built between
bedside nurses and their patients which creates the opportunity for these bedside nurses to make
the discharge phone calls to ensure that patients are understanding their discharge instructions.
A couple of other articles utilized different interventions, however they both stressed the
importance of patients needing a transition of care from the healthcare setting to understand their
disease management, their medications, and necessary follow up post discharge. Bradas et al
(2016) utilized a short stay unit as the observational unit to determine predictors of hospital
readmission. The study found that patients with a previous history of hospitalization, history of
certain diagnoses, and type of insurance were at an increased risk of readmission (Bradas et al,
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2016). McLaughlin, Henn, and Candelario (2017) implemented a care transition center (CTC)
that patients at higher risk of readmission are transferred to prior to discharge for an increased
amount of resources to improve education. The CTC decreased readmissions by providing
education to the patients and their caregivers, providing resources, coordination of ordering
medical equipment, medication reconciliation, scheduling follow up appointments, and ensuring
that the patient is able to safely discharge home (McLaughlin, Henn, & Candelario, 2017).
3. Project Stakeholders
Having buy-in from stakeholders that are both directly and indirectly involved with the
project is crucial to the project’s success. Stakeholders include upper and mid-level
management, nursing supervisors, charge nurses, bedside nurses, case management, nurse
educators, and the patients. Upper management is necessary for the approval and direction of the
project. Mid-level management, nursing supervisors, and charge nurses help the success of the
project by ensuring that it is carried out correctly. Bedside nurses will be the people to do the
intervention. Not only are bedside nurses involved in the intervention, they also are involved in
the implementation. Feedback will be coming from the Unit Practice Council which is made up
of bedside nurses. Case management will be a resource for tracking readmissions and
identifying those patients that are at high risk of readmission. Nurse educators will help in the
development of education for the implementation. The patients have a unique part in this project
as they have to participate in the intervention.
4. Implementation
The following is an implementation plan to answer the following PICOT question:
In adult medical-surgical patients (P), how does implementing a discharge follow up program (I)
compared to the standard discharge process (C) affect readmission rates (O) in three months (T)?
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Research has been done to determine that this intervention is evidence based. The project has
been approved by the Unit Practice Council and is supported by the unit manager and Director of
Nursing. After approval from the proper areas, education to the nurses will be a critical step to
the success of implementation. This education will include the reason why this implementation
is taking place, the goals of the project, the proper steps to take, and the patient indications to be
in the study.
Bedside nurses on the adult medical surgical floor will pick one patient with a moderate
risk of readmission that they have made a connection with to follow. The risk of readmission is
calculated in the electronic medical record. After the nurse has made this decision, the next step
will to discuss this with case management to ensure that the patient will benefit from the
discharge follow up. The case manager makes psychosocial assessments, tracks readmissions
and is a great resource on what types of patients would benefit or who might already be followed
by an outpatient transitional care team. Once approved from case management, the nurse will
discuss this with the patient and make sure that the patient would be okay with weekly phone
calls and figure the best time to call. The nurse will tell the project lead about the patient’s
willingness and the project lead will record the patient’s medical record number (MRN) on a
database that will be kept in a locker with a lock in it. The project lead will be the only person
with the code for the lock. The MRN numbers will help the project lead to ensure that the phone
calls have been documented in the electronic medical record.
One week post-discharge, the nurse will make their first phone call to the patient. The
phone call will consist of asking the patient questions about how they are doing after discharge,
medication reconciliation, asking about follow up appointments, and discussing any questions
about their disease process. The nurse will follow up with the patient once a week for a month,
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then twice a month and once more a month later (see Appendix A). The same questions will be
asked to ensure that the patient understands their disease process correctly, their medications,
and following up accordingly (See Appendix B and C).
5. Timetable/Flowchart
The steps to this project include research and design, approval, pre-implementation
phase, implementation and evaluation. Research and design has been done as shown throughout
this paper and approval needs to be gained through the proper organizational channels. Once the
project is approved, the pre-implementation phase will be weeks one and two. This phase will
look at the readmission rate three months prior to implementation as the baseline. It also will be
the time for educating the bedside nurses about the implementation. Weeks three through fifteen
will be the actual implementation. Evaluation will take place in week sixteen when the
readmission rate is re-evaluated. See Appendix A for the Flowchart.
The readmission rate will be compared after the implementation to the three months prior
to the implementation. Speaking with the nurses to ensure that the intervention is not adding too
much to the workload will be done by discussing with the Unit Practice Council for feedback at
the three month mark and then again six months after implementation. The project lead will
check patient’s charts to make sure that adequate documentation is being done about the
discharge phone calls and that they are being done.
6. Data Collection Methods/Planned Evaluation
To show success of the project, the plan is to evaluate readmission rates pre- and postintervention. The pre-intervention phase will be the three months prior to the intervention and
the post-intervention phase will be evaluated three months after the intervention has been
implemented. In the pre-intervention phase, the readmission rate for the unit participating in the
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implementation will be evaluated. Readmission rates are typically easily accessed. Three
months after the intervention has been implemented, readmission rates will be evaluated again to
determine if there has been a decrease in rates. This will be evaluated as a unit, but also needs to
be looked at per patient that has been participating in the implementation.
When a nurse decides to follow up with a patient, the nurse will let the project lead know
and the patient’s MRN will be added to a database that will be kept in a secure and locked area
that only the project lead will access. The database will be used to track phone calls made from
nurses and any readmissions that occur (see Appendix C). Although I am not evaluating nurse
satisfaction, I will be discussing with the Unit’s Practice Council to ensure that the nurses are not
feeling overwhelmed by the implementation.
With using a pre-intervention and post-intervention comparison design, descriptive
statistics will be used to analyze results. The results will be compared with a percentage of
readmissions before the intervention and then a percentage of readmissions after the intervention
has been implemented. The difference in readmission percentage will show the benefit of
implementing this project.
9. Costs/Benefits
It is always important to evaluate the cost to benefit ratio prior to implementation. This
allows for discussion between stakeholders to determine if the project’s benefits outweigh the
costs for the organization. The project’s costs will be minimal and focused only on what
materials are used for education and a lock for the locker that the project information will be kept
in. The benefit includes the decreased rate of readmission which will improve reimbursement to
hospitals. It is difficult to know exactly how much money will be saved because it is different
with every hospital readmission. Anytime a patient is readmitted within thirty days post
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discharge from another hospitalization, the hospital is penalized a certain percentage from the
patient’s readmission based on their diagnosis and overall patient health. In comparison, the cost
is minimal to be able to save the penalizations to the hospital. Other benefits include improved
patient outcomes, and increased patient and nurse satisfaction.
Overall Discussion
Utilizing bedside nurses in a discharge follow up program can help to prevent hospital
readmissions. The nurse will do a medication reconciliation, ensure that the patient has
resources needed for their care, answer any questions the patient has and make sure the patient
understands their discharge instructions and disease management. Having a phone script for the
nurses to follow will allow for ease of documentation and offers comfort for the nurse calling the
patient. The nurse only having one patient to follow allows time for the bedside nurse to do this
during their normal hours and for three to six months after the patient’s discharge. This will lead
to an increase in patient and nurse satisfaction, improved patient outcomes and a decrease in
hospital readmissions.
Recommendations
Having the right support will be a benefit to the project. Ensuring that upper
management and mid level management support the project will allow for the project and their
expertise to be utilized. Also, using the resources available, like case management, will help
give the project a multidisciplinary approach.
I recommend implementing a discharge follow up program on any inpatient unit that
patients are discharged from the hospital from. Specifically, bedside nurses that have formed a
relationship with a patient that has a moderate or high risk of readmission and want to continue
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this relationship with them post-discharge to help manage their care outside of the hospital. This
can help to create a connection between the hospital and the community.
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Appendix A

• Education will be given to the bedside nurses prior to implementation
• Three months prior to the implementation, the readmissiion rate will be evaluated to compare post-implementation
PreImplementation

• Patient must be at least moderate risk according to electronic medical record
• Case management gives approval
Nurse identifies • Patient has disease process that requires follow up (EX: Diabetes Mellitus, Congestive Heart Failure)
• Patient agrees to participation
patient

Week 1 Post
Discharge

Week 2 Post
Discharge

Week 3 Post
Discharge

Week 4 Post
Discharge

Week 6 Post
Discharge

Week 8 Post
Discharge

Week 12 Post
Discharge

Evaluation

• Nurse attempts to call patient. If patient does not answer the second attempt, nurse to leave voicemail
• Nurse reconciles medications, answers patient questions, ensures patient is able to go to follow up appointments
• Nurse documents in electronic medical record telephone call or attempted telephone call

• Nurse attempts to call patient. If patient does not answer the second attempt, nurse to leave voicemail
• Nurse reconciles medications, answers patient questions, ensures patient is able to go to follow up appointments
• Nurse documents in electronic medical record telephone call or attempted telephone call

• Nurse attempts to call patient. If patient does not answer the second attempt, nurse to leave voicemail
• Nurse reconciles medications, answers patient questions, ensures patient is able to go to follow up appointments
• Nurse documents in electronic medical record telephone call or attempted telephone call

• Nurse attempts to call patient. If patient does not answer the second attempt, nurse to leave voicemail
• Nurse reconciles medications, answers patient questions, ensures patient is able to go to follow up appointments
• Nurse documents in electronic medical record telephone call or attempted telephone call

• Nurse attempts to call patient. If patient does not answer the second attempt, nurse to leave voicemail
• Nurse reconciles medications, answers patient questions, ensures patient is able to go to follow up appointments
• Nurse documents in electronic medical record telephone call or attempted telephone call

• Nurse attempts to call patient. If patient does not answer the second attempt, nurse to leave voicemail
• Nurse reconciles medications, answers patient questions, ensures patient is able to go to follow up appointments
• Nurse documents in electronic medical record telephone call or attempted telephone call

• Nurse attempts to call patient. If patient does not answer the second attempt, nurse to leave voicemail
• Nurse reconciles medications, answers patient questions, ensures patient is able to go to follow up appointments
• Nurse documents in electronic medical record telephone call or attempted telephone call

• Evaluation will take place the week after Week 12.
• Readmission rate will be evaluated to compare with the pre-implementation readmission rate
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Appendix B

Post-discharge Nurse Phone Call Script
Nurse Name:________________________________
Pt MRN:____________________________________
Week number phone call:______________________
Suggested Questions:
-

How have you been feeling since you discharged from the hospital?
Were you able to pick up your medications from the pharmacy?
How have you been taking your medications? Re-educate as needed.
Can you list the side effects of your new medications? Re-educate as needed.
Do you understand why you are taking these medications?
Have you had any follow up appointments since your discharge/since we last spoke?
Are there any barriers to you getting to your follow up appointments?
What was said? Do you have any questions regarding what the physician may have said?
Do you have any questions regarding <admitting disease process>?

Questions you do not know the answer to?
THAT’S OKAY! Ask the patient if you can call them back at another time after you clarify
information. If needed, it is okay to call their doctor or pharmacy for clarification.

Is the patient needing additional resources?
Don’t forget about case management. It is okay to talk with the case manager about possible
available community resources to help out our patients with whatever is needed.

DOCUMENT! During your phone call, add a Telephone call encounter in the patient’s chart. There will be
a template to document what was discussed with the patient that goes along with the above suggested
questions. Document what the patient states and what the response was under the telephone call
encounter. Document all attempts to reach the patient.

If you need to leave a voicemail message, only leave the following information:
Patient name, Your name, phone number to call back, and that you are calling from Baylor Scott
and White. Do not mention the specific facility.
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Appendix C

MRN

Call 1

Call 2

Call 3

Call 4

Call 5

Call 6

Call 7

Call 8

(Week 1)

(Week 2)

(Week 3)

(Week 4)

(Week 5)

(Week 6)

(Week 7)

(Week 8)

Readmission Date

Record the date under each week when the patient has been successfully contacted.

